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Protection, promotion, and support of breastfeeding (BF) are critical public health needs.1 
Breastfeeding has been proven to provide the healthiest start in life and has been shown to have a 
myriad of health benefits for infants, mothers and society at large.2 Exclusive and long term 
breastfeeding has been found to have protective function against the prevalence of obesity as 
well as many other adverse health outcomes.3 Higher levels of breastfeeding support in the child-
care setting have been associated with higher likelihood of duration of breastfeeding for mothers 
and infants.4 The primary objective of this study was to assess the current prevalence of written 
breastfeeding policies in a sample of child-care centers in north-central Kentucky, and to 
examine the relationship between the directors’ years of experience, level of education and the 
centers’ accreditation status, to the likelihood of having a written breastfeeding policy (outcome 
variable). The study, incorporated a descriptive exploratory survey to collect information about 
practices and policies of 35 child-care centers (N=35) in Kentucky. Descriptive statistics were 
used to characterize the participant child-care centers and directors. Bivariate analysis with chi-
square statistics were conducted to examine the association between the independent variables 
(i.e., director’s years of experience, level of education and accreditation status of the center and 
having a written breastfeeding policy). The results revealed that while a larger proportion of 
child-care centers which had a written breastfeeding policy were accredited (74%) compared to 
those centers who did not have a written breastfeeding policy (67%), this difference was not 
statistically significant (95% CI: .30-6.99; P=.638). Analysis of results also found no significant 
association between having a written breastfeeding policy and the variables in this particular 
model which included: Director’ years of experience (95% CI: .09-1.64; P=.192), level of 
education (95% CI:.54-2.05; P=.890) and center’s accreditation (95% CI: .30-6.99; P=.638).The 
findings of non-significant associations between the variables analyzed in this study suggests a 
 
 
lack of education about the benefits of breastfeeding over formula feeding in the formal 
education system amongst child-care professionals and highlight the importance and need for 
further federal or state support of breastfeeding in the child-care setting by means of policy in 
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Breastfeeding and Public Health 
The Center for Disease Control and Prevention (CDC) clearly asserts that the protection, 
promotion, and support of breastfeeding are critical public health needs.1 Healthy People 2020 
set objectives to combat the barriers to breastfeeding across all populations in the United States 
(US) and to increase the proportion of infants who are breastfed (Figure 1). 6 The World Health 
Organization/UNICEF and the United States Breastfeeding Committee (USBC) recommend 
breastfeeding for a minimum of six months post birth, followed by continued breastfeeding for a 
minimum of one year as complementary foods are introduced.7 The American Academy of 
Pediatrics (AAP) reaffirms this recommendation and states that infant nutrition should be 
considered a public health issue and not simply a lifestyle choice.8 
I. Introduction 
Breastfeeding has been proven to provide the healthiest start in life and has been shown to have a 
myriad of health benefits for infants, mothers and society at larg. 2 Exclusive and long term 
breastfeeding has been found to have protective function against the prevalence of overweight 
and obesity as well as many other adverse health outcomes.3 The CDC recommends increasing 
initiation, duration, and exclusivity of breastfeeding as a priority strategy to decrease the rate of 
childhood obesity throughout the US.9 The American Academy of Pediatrics (AAP) has issued 
statements directing health care professionals to encourage, protect and promote societal support 
of breastfeeding in order to shift current cultural norms and states that interventions should focus 
on child populations as the first line of defense against the obesity epidemic in America.10, 11 As 
such, AAP has also released a policy statement on breastfeeding in which it encourages child-
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care providers to support breastfeeding and the use of expressed human milk.12 However, little is 
known about breastfeeding support in child-care centers in the US, and even less has been 
researched about breastfeeding policy adoption and prevalence in such settings.  
 
The CDC states that all Early Care and Education Programs (ECE) should have a 1) posted 
breastfeeding policy that allows mothers to breastfeed on site, 2) delineates procedures for 
handling and storing breast milk, 3) and trains staff on such procedures.1 In Kentucky, no studies 
have been undertaken to assess breastfeeding support and/or to examine the prevalence of 
breastfeeding policies in the child-care settings. This is of utmost importance given the fact that 
Kentucky has one highest prevalence for pediatric obesity 13 and still lags behind the rest of the 
nation in achieving the Healthy People 2020 goals for breastfeeding (Figure 1).9  In fact, a 2014 
report from CDC states that Kentucky has one of the lowest rates of breastfeeding in the country, 
with 61.3% of mothers initiating (compared to 79% nationally), 31.5% continuing at six months 
(49% national average), and only 22.8% continuing breastfeeding at one year (27% national 
average; Figure 1). 9 These high rates of obesity coupled with the low rates of breastfeeding 
highlight the importance of encouraging and supporting breastfeeding in Kentucky and suggest 
that policy and practice in the context of in the out-of-home care could better promote, support 
and protect breastfeeding as a means to reduce obesity.  
Benefits of Breastfeeding 
Breastfeeding is the gold standard for infant feeding; it is known to optimally support infant 
growth and development over the child’s lifetime. Research has shown that some of the health 
benefits of breastfeeding to the infant include a decreased risk for infectious and cardiovascular 
disease, fewer ear, respiratory and gastrointestinal tract infections, a reduced risk for asthma and 
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a reduced risk of infant death syndrome among others.2, 8, 14, 15 Additionally, breastfeeding has 
also been found to play a pivotal role in the prevention of overweight and obesity throughout the 
life course of an individual. In fact, epidemiological data has demonstrated that breastfeeding 
significantly reduces blood pressure and cholesterol related disorders, type 1 and type 2 diabetes, 
as well as obesity in early child, adolescent and adult populations.3, 16, 17 Moreover, empirical 
data has also shown that the effects of breastfeeding are dose response specific 18, indicating that 
duration of breastfeeding is paramount for receiving the health benefits associated with it and 
that protecting duration of breastfeeding is a public health imperative.  
Breastfeeding also offers many health benefits for mothers and society as a whole.2 Women who 
breastfeed for a period of at least six months have increased weight loss 19; a lower risk for 
coronary heart disease, breast and uterine cancer, osteoporosis, type 2 diabetes, and are less 
likely to develop post-partum depression.2, 20, 21, 22, 23 24  Furthermore, if 90% of families in the 
US breastfed exclusively for at least six months, it has been estimated that one thousand (1000) 
infant deaths would be prevented and thirteen billion dollars in health care costs could be 
saved.25, 26, 27 
Breastfeeding Barriers 
Although the benefits for breastfeeding have been well established, many mothers encounter 
significant barriers that decrease their chances to initiate, and/or hinder their decision to continue 
breastfeeding for the time recommended or intended. One of the most commonly cited barriers to 
initiation and duration of breastfeeding is the mother’s return to work as well as lack of 
breastfeeding support for the working mother.28  Many new mothers with limited maternity leave 
never initiate breastfeeding because they anticipate returning to work as a significant barrier.29 
Of those mothers who do initiate breastfeeding and anticipate continuing after going back to 
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work, many cease before intending to because of stressors and an overall lack of societal 
support.30 
In addition to the barriers faced by working mothers at their place of employment, many require 
out-of-home care for their infants, such as child-care, once they return to work. It is estimated 
that 12 million out of 19 million US children under the age of five are in some form of child-
care.31 Out-of-home care for infants has been associated with further decreased rates of 
breastfeeding initiation and duration as well as higher risk of obesity among toddlers.32, 33  The 
increased need for out-of-home-care highlights the crucial position of child-care centers in 
providing working mothers with breastfeeding support through practical means, policy and 
promotion in order to decrease breastfeeding barriers for both mothers and infants.9 
Breastfeeding Support in the Child-Care Setting 
Although little is known about the promotion and support of breastfeeding by means of policy in 
the out-of-home care setting in the US, some studies have been conducted in order to assess the 
breastfeeding attitudes, knowledge, behavior and training needs of child-care providers. In the 
US, Clark and colleagues were the first to publish findings about knowledge and attitudes of 
child-care providers relating to breastfeeding.31, 32 Their study revealed that although most child-
care providers had favorable attitudes towards breastfeeding they possessed a low knowledge 
base on how to adequately store and handle breast milk as well as an overall lack of training and 
information about the benefits of breastfeeding over formula feeding.32 Similarly, another study 
conducted by Lucas and colleagues in Baton Rouge, Louisiana found a knowledge deficit 
amongst child-care providers on breastfeeding, an unawareness of the role breastfeeding plays in 
obesity prevention, as well as low attitudinal support of breastfeeding and breastfeeding 
promotion by the staff 28. In addition to these findings, other studies conducted in Australia and 
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New Zealand found that although many child-care providers are supportive of breastfeeding, 
they do not perceive the pro-active promotion of breastfeeding as part of their role or service to 
mothers and infants.34, 35, 36, 37 
 
These findings are especially important given the fact that higher levels of breastfeeding support 
in the child-care setting have been associated with higher likelihood of duration of breastfeeding 
for mothers and infants 4. Batan et al, found that mothers who had at least 5 levels of 
breastfeeding support at their child-care center were 3 times as likely to maintain breastfeeding at 
six months 4. These levels of support  at the child care setting included: 1) allowing mothers to 
breastfeed at child-care site before and after work and 2) during lunch breaks, 3) allowing 
mothers to store breast milk at site, 4) staff thawing and preparing pumped milk and 5) staff 
feeding expressed breast milk to the infant 4. These findings indicate a need for implementation 
of strategies and policies that include these five levels of support for mothers and infants as 
means to reduce barriers and increase extended duration of breastfeeding. Overall, these studies 
suggest that the child-care setting is a potential setting for breastfeeding support and promotion. 
However, there seems to be a lack of knowledge surrounding breastfeeding at the child-care 
setting environment and a need for further support of in these settings by means of policy.  
Breastfeeding Laws, Policies and Standards for Child-Care Centers 
Research has shown the potential for policy to change and promote healthy environments.38  By 
creating guidelines that delineate action and procedure, policy promotes environmental system 
change and makes the healthy choice the easy choice for individuals to make. In the realm of 
child-care, infant feeding policies and the inclusion of breastfeeding policies, specifically, aim to 
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create environmental change by making breastfeeding the norm and decreasing the barriers that 
mother and infant face. 
Currently, federal law requires employer support of breastfeeding in the workplace.39 However, 
no federal laws exist that mandates the support of breastfeeding in child-care facilities or set 
requirements for the implementation of infant feeding policies that support breastfeeding 
mothers. As such, the burden of implementing supportive breastfeeding regulations in the out-of-
home care settings falls on each individual state. If no state regulation is present, then the burden 
falls on each independent child-care center and the director’s willingness to develop, adopt and 
implement internal policies. Nationally, only seven states have breastfeeding policies for child-
care centers 40; Kentucky is not one of them.9 Although Kentucky does have a breastfeeding state 
law which allows women to breastfeed or express milk in any location, public or private it does 
not include any regulations or requirements concerning breastfeeding support in child-care 
facilities or accreditation.41  
 
Nevertheless, there exist guidelines and resources which intend to breach the policy gap and 
provide out-of-home care providers and facilities with resources and information about optimal 
infant feeding guidelines and best-practice standards. The Surgeon General Call to Action to 
Support Breastfeeding, urges all out-of-home child-care to follow the guidelines delineated in 
Caring for Our Children--National Health and Safety Performance: Guidelines for Out-of-Home 
Childcare programs (CFOC).29 CFOC guidelines delineate procedures for handling and storing 
breast milk and prompt facilities to encourage, provide arrangements for, and support 
breastfeeding by: 1) providing infant feeding training to all staff; 2) providing a private space 
(other than a bathroom) for mothers to breastfeed or pump milk; 3) informing families about the 
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importance of breastfeeding; 4) developing breastfeeding-friendly plans with each family; and 5) 
updating and revising information about breastfeeding support and making it available to 
families.8 Although such guidelines encourage child-care centers to follow these standards, 
without policy, there is no assurance that they in fact do.  
 
In addition to following CFOC standards, in states with no accreditation mandates, child-care 
facilities may also voluntarily seek accreditation through state or national organizations. Such 
accreditations seek to ensure that child-care centers follow standards that consist of best practices 
for the field. Although some centers may seek accreditation on their own, having a federal or 
state requirement would not only increase the chances of such facilities seeking accreditation but 
also assure their adherence to best practice standards as well as improve quality of care.42 
Currently, the state of Kentucky has no breastfeeding policy requirements for child-care centers, 
and has yet to institute any regulations related to the support of breastfeeding in early care 
settings as well as any accreditation requirements for such institutions.9, 43, 44 As such, the 
responsibility of  adoption of breastfeeding policies in Kentucky falls on each individual child-
center capacity and willingness to adopt such policies.  In Kentucky, only one study, has been 
undertaken to assess the needs and characteristics of the child-care workforce. However, the 
study did not include or inspect infant feeding practices or the existence of breastfeeding 
supportive policies in these settings.45 
Purpose of Capstone 
The purpose of this capstone project was to conduct an exploratory study to assess the current 
prevalence of breastfeeding policies in child-care centers in a sample of north-central Kentucky, 
and to evaluate factors that may influence the adoption of such policies in these settings. 
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Although some evidence exists to show that specific factors such as an individual’s skills, 
experience and participation in networks (such as accreditation organizations) influence the 
adoption and adaption on health policies, no studies have been undertaken to assess the influence 
of these factors in the adoption of written infant feeding polices that support breastfeeding in the 
early care and education setting.46 
 
This study aimed to inform future research, policy and regulation of child-care centers in order to 
encourage the overall support of breastfeeding and reduce the barriers faced by breastfeeding 
mothers and infants in the Kentucky by answering the following four key questions: 
1) What is the current prevalence of written breastfeeding policies in child-care centers in north-
central Kentucky?  
2) Is accreditation correlated to having a written breastfeeding policy? 
3) Is the director’s level of education correlated to having a written breastfeeding policy? 
4) Is the director’s experience (in years) correlated to having a written breastfeeding policy? 
 
No hypothesis were propositioned in regards to these variables as there is little evidence in the 
literature in which to base them. 
II. Methods 
This exploratory quantitative capstone project was part of a larger study entitled “Assessing 
Infant Feeding Practices in Child Care Centers” conducted by the College of Nursing and IRB 
approved by the University of Kentucky under the direction of Dr. Ana Maria Linares (PI). The 
study was conducted in partnership with the Kentucky Department for Public Health (KY-DPH) 
under the umbrella of the Taking Steps to Health Success, Nemours Project.47 The Nemours 
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Project is a CDC funded collaborative project aimed at reducing childhood obesity by promoting 
targeted health policies and practices and providing training to the child-care, Head Start and 
pre-K communities.48 
This study incorporated a descriptive exploratory survey to collect information about practices 
and policies of child-care centers in KY. The KY-DPH Nemours project offered the study survey 
during the first sessions of the “Taking Steps to Health Success” to a sample of centers in north-
central Kentucky (Figure 2). The KY-DPH targeted a confined population of sixty four (64) 
Type I** child-care centers in counties with high breastfeeding rates compared to the rest of the 
state (Figure 3). The counties targeted included: Jefferson, Fayette, Boone, Kenton and Campbell 
(Figure 2). Out of this convenience sample, 55 percent (N=35) of the child-care centers met the 
inclusion criteria, which included any Child-care/ Daycare facilities participating in the Nemours 
Project who care for infants. Our study defined “infants” according to Kentucky regulation 922 
KAR 2:120 (Child-Care Center Health and Safety Standards), which defined the term as any 
child who is less than twelve (12) months of age 49. 
Foot Note 
** Type I child-care: refers to any non-dwelling facility who cares for four or more children or a 
dwelling space who cares for more 13 children. Requirements include: director must be 21 years 
or older, and at least have a high school diploma or GED plus a certificate in child development 
services, or 3 or more years’ experience. Available from: http://chfs.ky.gov/os/oig/drcc.htm 
III. Measures 
The infant feeding survey included a total of 21 items. The survey was adapted from “Infant 
Feeding Practices in Colorado Child Care Centers” with the permission of the primary 
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investigator.32 The questions inquired about personal characteristics of the director of the child-
care center taking the survey such as gender, time working in child-care facilities, and education. 
We also collected data about the number of infants served, as well as infant feeding policies and 
practices established by the centers.  The study examined the prevalence of written breastfeeding 
policies and the associations between a center having  written breastfeeding policy and a) the 
education level of the center’s director, b) the director’s level of experience (in years) working in 
daycare centers, and c) whether the center was accredited through an accrediting institution 
(Figure 4).  
Participants were asked to rate their level of education in one of four categories (GED or high 
school, two year degree/ certificate, four year degree, more than a four year degree). The 
experience level (years working in child-care) of the director was gathered as a continuous 
variable and later categorized in two categories for ease of analysis (≤10 years, ≥11 years). All 
participants were assessed on accreditation and infant feeding policies using yes or no response 
questions. The survey asked whether the center was accredited by the state (STARS for Kids 
Now), nationally accredited through the National Accreditation Commission for Early Care and 
Education Programs (NAC) or the National Association for the Education of Young Children 
(NAEYC), or if it had no accreditation. The survey also asked whether or not the center accepted 
infants who were breastfed; if they had a written infant feeding policy and if they had a written 
breastfeeding policy. Other questions evaluated the respondent’s level of satisfaction with the 
center’s current feeding policies and their desire for assistance changing or implementing a 
breastfeeding-friendly policy in their center. 
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IV. Analytic Plan 
The primary objectives of this study were to 1) assess the prevalence of written breastfeeding 
policies in child-cares in north-central Kentucky, and 2) to examine the relationship between the 
directors’ years of experience, level of education and the centers’ accreditation status to the 
likelihood of having a written breastfeeding policy (outcome variable). 
Descriptive statistics were used to characterize the participant child-care centers and directors. In 
order to examine the association between the independent variables \and having a written 
breastfeeding policy; separate bivariate analysis with chi-square statistics and a logistic 
regression were conducted. All analyses were conducted at an alpha level of .05 using SPSS 
statistical software.5  
V. Results 
Child-Care Director Characteristics 
The characteristics of the directors of 35 child-care centers analyzed in our study are summarized 
in Table 1. Our results showed that all of the respondents in our sample (N=35) were female and 
a majority had some sort of higher education or formal training in the area of early education and 
out-of-home care; with a majority of directors reporting to have a two year degree/child-care 
certificate (43%), followed by a four year degree (11%) or more than four year degree (28%; 
Table 1). Our results also found that the directors experience in the child-care field was evenly 
distributed between the categories; with seventeen directors reporting having ten or less years of 





As shown on Table 2, almost all of the child-care centers in our sample (94%) reported accepting 
infants who breastfeed and most (86%) reported the average age of the infants in their daycare 
being six months of age or younger. Indicating that a majority of the centers in our sample both 
accept infants who breastfeed and/or care for infants who are in a critical time to receive the 
benefits of breastfeeding. Yet, only 77% of our respondents specified having a written infant 
feeding policy at their center and even less indicated having written breastfeeding policy (66%). 
In addition to this, although a majority of centers reported having at least one type of 
accreditation (71%), only 14% of those indicated having a national accreditation (NAC or 
NAEYC). By the same token, although some centers (71%) reported offering infant feeding 
trainings to their employees, nearly a third (29%) did not offer any feeding trainings to their staff 
at all. On the other hand, there seem to be an interests in including breastfeeding policies in these 
setting as most of the centers surveyed (83%) indicated being very to somewhat interested in 
receiving assistance to change or implement a breastfeeding policy at their center. 
Bivariate Analysis 
A bivariate analysis was conducted to assess the relationship between accreditation status of the 
centers and having a written breastfeeding policy as shown on Table 3. While a larger proportion 
of centers that had a written breastfeeding policy were accredited (74%) compared to those 
centers who did not have a written breastfeeding policy (67%), this difference was not 
statistically significant. Similarly, there was not a statistically significant difference in years of 
director experience between those centers with a written breastfeeding policy (57% had directors 
with 11 or more years of experience) and those with no written policy (43% of directors had 11 
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or more years of experience; Table 3).  Finally, this study found no significant association 
between director’s level of education and having a written breastfeeding policy (Table 3).  
Multivariate Analysis 
Our analysis found no significant association between having a written breastfeeding policy and 
the variables in this particular model which included: director’s years of experience (95% CI: 
.09-1.64; P=.192), director’s level of education (95% CI:.54-2.05; P=.890) and center’s 
accreditation (95% CI: .30-6.99; P=.638). (Table 4). 
VI. Discussion 
Whereas the importance of promotion of breastfeeding has been recognized by many 
governmental and non-governmental entities around the world and in the United States, the use 
out-of-home care as a means to actively promote breastfeeding has been poorly researched. In 
Kentucky, the low rates of breastfeeding and high rates of childhood obesity highlight a need for 
strategies that will support the promotion of breastfeeding as a means to reduce obesity in the 
population.9, 13  Child-care facilities are in an ideal position to offer health promotion and child 
health though breastfeeding support to the working mother (such as providing a physical space 
and support feeding expressed milk to infants) and dissemination of breastfeeding information as 
well as resources.4, 32, 35 Assurance of health promotion though policy in these settings is 
paramount in providing organizations with a framework for decision making that allows 
employees to understand their roles and responsibilities in supporting mothers to initiate and/or 
continue breastfeeding  as well as encouraging the overall use of human milk as the best form of 
nutrition for infants.34, 36, 37  
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In order to understand the current status of breastfeeding support and capacity for promotion in 
the out-of-home child-care context in Kentucky our study provided a first look at the current 
prevalence of written infant feeding and breastfeeding policies as well as factors that may 
influence the adoption of breastfeeding policies. The findings specific to the directors’ 
demographics and accreditation status of centers reported in this paper are consistent with the 
findings in the Child Care Workforce Study, which contained a representative sample of child-
care centers in Kentucky.45 However, this capstone project adds further evidence concerning the 
status on written breastfeeding and infant feeding policies and possible factors that may be 
correlated with their existence in these venues. 
 
The results of this survey suggest that the infants being cared for in the centers in our sample are 
in a critical time to receive the benefits of breastfeeding and that these facilities are in an ideal 
position to encourage the extended duration of it. Nevertheless, only 77% of our respondents 
indicated having a written infant feeding policy and even less indicated having written 
breastfeeding policy (66%) which suggests that prevalence of such policies is suboptimal and 
that inclusion of infant feeding polices in the out of home care setting is still necessary. Such 
policies should be inclusive of the 5 levels of support which have been demonstrated to increase 
the odds of duration of breastfeeding in the out-of-home care setting.4   It is also important to 
point out that our sample was gathered from counties with high breastfeeding rates compared to 
the rest of the state. Hence, it is possible to assume that compared to the rest of the state these 
child-care centers are likely to have written breastfeeding policies and or accept more children 
who breastfeed. These findings are congruent with other studies which have found a low 
prevalence of breastfeeding policies in regions with high breastfeeding rates and concluded that 
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child-care support of breastfeeding reflects communities’ attitudes surrounding breastfeeding and 
that child-care facilities continue to play a passive role in encouraging a cultural shifts in regards 
to breastfeeding promotion.36, 37 In addition, the fact that nearly a third of the center in our 
sample reported not offering infant feeding trainings to their staff, highlights the need for 
implementation of policies requiring staff training that delineates support and management of 
breastfeeding infants and mothers. Overall, our findings suggest that there is a gap in the 
adherence to best-practice standards surrounding breastfeeding support in the out-of-home care 
setting.  
Congruent with the above mentioned, the findings of non-association between the directors level 
of education and having a breastfeeding policy may suggest that the benefits of breastfeeding are 
not emphasized in the formal education system in Kentucky. Similarly, the findings on non-
association between director’s years of experience and having a written breastfeeding policy may 
suggest that, culturally, Kentucky continues to view breastfeeding promotion as a non-priority. 
Lastly, the findings of no significance between the centers accreditation and the existence of a 
breastfeeding policy suggests that accreditation organizations could better encourage the 
promotion of breastfeeding in the out of home care setting by requiring the inclusion , as well as 
assisting in the development of written breastfeeding policies as part of their accreditation 
process. These ideas are reaffirmed by the lack of implementation of state-wide standards or 
policies that promote and support breastfeeding in these settings.  
On the other hand, this study did find that a high percentage (83%) of our sample centers were 
interested in improving or implementing a breastfeeding policy at their center at their center, 
which suggests that there is a need among child-care providers to receive assistance in 
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implement or improve policies that give specifics recommendations about management of 
breastfeeding infants and delineates procedure for promotion of breastfeeding.  
VII. Limitations 
There were limitations to this study which may impact the generalizability of these findings, and 
support that further research of this topic is needed.  
The use of a convenient sample as well as the sample size limits the generalizability of our 
findings. This particular sample was gathered from counties with higher rates of breastfeeding 
compared to the rest of the state, meaning that our sample could be more supportive of 
breastfeeding compared to other counties in the state. Furthermore, we recognize the potential 
bias in the sample as centers that are supportive of breastfeeding might have been more willing 
to participate in the Taking Steps for Health Success program conducted by the KY-DPH 
Nemours project. In addition, we also believe that some response bias may have also occurred 
due to nature of self-report and social desirability. For these reasons, we suspect that our findings 
may be overestimating the prevalence of written breastfeeding policies. In addition, this study 
did not include an analysis of informal breastfeeding policies individual analyses of the written 
breastfeeding policy documents for those centers that reported having one. Finally, our study 
sample only included Type I child-care centers which further limits the generalizability of our 
study. Despite these limitations, this capstone project is the first to look at the prevalence of 
breastfeeding policies in child-care centers in Kentucky and has been conducted with the specific 




The high rates of obesity coupled with the low rates of breastfeeding highlight the importance of 
encouraging and supporting breastfeeding in Kentucky. The literature and the results of this 
study suggests that child-care centers are in an ideal position to offer health promotion through 
breastfeeding support. Furthermore, the finding of this study also suggest that the prevalence of 
written breastfeeding policies in Kentucky is suboptimal and that formal breastfeeding 
promotion continues to be a non-priority in the state. However, there also seems to be an 
opportunity and a desire among child-care providers to receive assistance in implementing or 
improving breastfeeding policies and breastfeeding support. Assurance of health promotion 
through policy in these setting is paramount in providing organizations with a framework for 
decision making that allows employees to understand their roles and responsibilities in 
supporting women to initiate and continue breastfeeding as well as encouraging the overall use 
of human milk as the best form of nutrition for infants. 
Future Research 
Breastfeeding has been found to have a myriad of benefits for mother, infants and society as a 
whole. In particular, breastfeeding has been found to reduce childhood obesity. This emphasizes 
the unique opportunity that child-care centers have in supporting breastfeeding as a means for 
prevention of childhood obesity and its consequent adverse health effects in Kentucky. As such,  
and while having in mind the limitations of this study, we believe that further public health 
research and practice in the context of this topic should focus on:  
1. Further formative research to assess the current knowledge, attitudes and behaviors of 
child-care professionals surrounding breastfeeding support and policy.  
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2. Assessment of both formal and informal breastfeeding policies in child-care center 
regarding management of human milk and breastfeeding support in the state.  
3. Assessment of other environmental, political, organizational, economic and personal 
factors that influence breastfeeding support and policy development. 
4. Development of evidence-based breastfeeding policies that are efficacious, implementable, 
and cost effective for child-care centers and are supportive of breastfeeding mothers and 
infants.  
5. Effective interventions that will lead to and propagate the implementations of breastfeeding 
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X. Figures and Tables 
 
Figure 1  
Kentucky and National Breastfeeding Rates Compared to Healthy People 2020 Goals. 
 
Bf= breastfeeding 
Excl= Exclusive Breastfeeding 























































Figure 4  
Conceptual Model 
Relationship between childcare facility directors’ years of experience, level of education and the 








































Characteristics n (%) 
Center Director characteristics  
Gender  
Female 35 (100.0) 
     Education  
High school/ GED      6 (17.1) 
2 year degree/ Certificate   15 (42.9) 
4 year degree     4 (11.4) 
More than 4 year degree  10 (28.6) 
     Years of Experience  
10 or less   17 (48.6) 





























Characteristics n (%) 
Center characteristics  
Accepts breastfeeding infants  
Yes        33 (94.3) 
No         2  (5.7) 
    Average age of infant in center  
< 6 months        30 (85.7) 
6-12 months          2 (5.7) 
> 12 months          3 (8.6) 
     Accredited        25 (71.4) 
     National accreditation   5 (14.3)   
     Infant feeding policy 27 (77.1)   
     Breastfeeding Policy 23 (65.7)   
     Infant feeding training 25 (71.4)   
     Interest in assistance with policy    
Somewhat to very interested         28 (82.9) 




Bivariate Analysis  
Directors’ Level of Education, Years of Experience Working in Child-Care and Accreditation 
Status of the Center’s with Likelihood of Having an Institutional Written Breastfeeding Policy 
(Alpha level .05). 
Predictor variables 
Written Breastfeeding 






Director’s Years of Experience  .289 
10 or less, n=17 57% 33%  
11 or more, n=18 43% 67%  
Director’s Education Level  .914 
High school/ GED, n=6 17% 17%  
2yr degree/ certification, n=15 44% 42%  
4-yr degree, n=4 9% 17%  
> 4-yr degree, n=10 30% 25%  
Accreditation  .706 
Yes, n=25 74% 67%  
No, n=10 26% 33%  
Written Infant feeding Policy   .001 
Yes, n=27 96% 42%  














Logistic Regression Model  
Predicting Prevalence of a Writing Breastfeeding Policy, Controlling for all Other Variables 
(n=35) 
Variable OR P value 95% CI 
     Experience .375 .192 .09-1.64 
     Education   1.048 .890 .54-2.05 
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